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The lack of culturally appropriate health and
mental health care has contributed to the
large number of African American youth and
families involved in the child welfare system.
This article reviews the consequences of the
insuﬃcient access to culturally sensitive,
evidence-supported interventions for African American fos-
ter youth. The authors describe a framework for the develop-
ment of culturally appropriate mental health interventions
responsive to the needs of African Americans.
Harold Eugene Briggs
Portland State University
Bowen McBeath
Portland State University
31Child Welfare • Vol. 89, No. 1
Vol. 89, No. 1Child Welfare
If child welfare service providers are committed to ensuring accessfor African American foster youth to culturally appropriate and
evidence-based mental health services, then they will need to address
the institutionalized inequalities in social service systems that hinder
eﬀorts to provide appropriate services to African Americans (Miller,
Gil-Kashiwabara, Briggs, & Smith-Hatcher, 2009). African
American youth and their families face multiple, interrelated health
challenges (Smedley, Stith, & Nelson, 2003): they have the highest
death rate relative to all other racial and ethnic groups; they dispro-
portionately experience major illnesses such as heart disease, cancer,
diabetes, and HIV/AIDS; and they are as likely, if not more likely,
than other racial or ethnic groups to live in neighborhoods with high
levels of community violence and insuﬃcient access to public health
services (Hare, 2008; Jenkins, 2009).
Partly due to these biological and environmental stressors, the
need for eﬀective, culturally competent, and evidence-based mental
health services is growing among the population of African American
youth in foster care (Braithwaite & Xanthos, 2009; Clausen,
Landsverk, Ganger, Chadwick, & Litrownik, l998; Joe, Baser,
Neighbors, Caldwell, & Jackson, 2009; Timmer, Urquiza, Herschell,
McGrath, Zebell, Porter, & Vargas, 2006). Mental health service
needs, which have been identified to be greater for African Americans
than other racial or ethnic groups (Baker, Kurland, Curtis, Alexander,
& Papa-Lentini, 2007), are often unaddressed by service providers
while youth are in foster care (Risley-Curtiss, Combs-Orme,
Chernoﬀ, & Heisler, 1996). While a primary pathway for African
American youth to receive mental health services is through juvenile
justice system involvement (Rawal, Romansky, Jenuwine, & Lyons,
2004; Yeh, McCabe, Hurlburt, Hough, Hazen, Culver, Garland, &
Landsverk, 2002), the supply of mental health services through the
juvenile  corrections system is often less than what is needed for
African American foster youth.
Any systematic eﬀort aimed at resolving the mental health crisis
for African American foster youth will need to include attention to
cultural knowledge, to client perspectives, and to using evidence-
based practice (EBP) and empirically supported interventions (ESIs)
32
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in  culturally appropriate child welfare and mental health service
systems (Briggs, 1994, 1996, 2009a; Briggs, Briggs, Miller, McBeath,
& Paulson, 2009). Using cultural knowledge and client perspectives
along with scientific knowledge is consistent with the National
Association of Social Workers Code of Ethics. Unfortunately,
African American–specific practice guidelines and lessons learned
from the use of EBP and ESIs with nonmajority populations are rare.
Few studies identify culturally competent interventions (i.e., inter-
ventions that are reflective of cultural values, customs, and perspec-
tives on healing and wellness), practice strategies that are universally
appropriate for the general population, or specific evidence-based
mental health services for African American youth (for exceptions,
see Bell, 2006; Huey & Polo, in press; Jackson, 2009; Miranda, Bernal,
Lau, Kohn, Hwang, & Lafrombose, 2005). Moreover, few such inter-
ventions are commonly used by child welfare agencies (Chaﬃn &
Friedrich, 2004).
In this article, the authors refer to two evidence-informed
approaches to the provision of mental health services to African
American foster youth. ESIs are single intervention methods with
the strongest empirical support, often derived from laboratory or
community-based conditions through the use of randomized con-
trolled trials. In contrast, EBP is a sequential, client-centered process
initiated by developing and securing answers to a client-oriented
practical evidence search (COPES) question. The EBP process is
designed to promote transparency, client participation, research
 utilization, information literacy, and shared decisionmaking in direct
practice. As pertaining to the mental health needs of foster youth,
this process uses client, professional, scientific, cultural, and imple-
mentation knowledge bases to aid in identifying services to address
specific problem areas.
While ESIs and EBP may be used to respond to the mental
health needs of African American foster youth, it is questionable
whether each may be used in agencies serving minority populations.
It has been suggested that child welfare client populations may not
have access to ESIs and EBP partly because of providers’ lack of
awareness of these approaches and due to insuﬃcient resources to
implement ESIs and engage in the EBP process (Gambrill, 2007;
Gold, Glynn, & Mueser, 2006). Other reasons for the limited
availability of ESIs and EBP among the African American foster care
population are tied to professional, interprofessional, service provider,
client, and political considerations that are explicated further herein
(Briggs & McBeath, 2009; Rzepnicki & Briggs, 2004).
This article first reviews literature concerning why African
American foster youth have disproportionately high mental health
service needs. The second section highlights the role of culture in the
design and delivery of mental health services as well as the implica-
tions of nonculturally sensitive mental health service provision for
foster youth and their families. The third section presents a frame-
work for the development of culturally appropriate mental health pro-
gramming. The fourth section integrates this framework within an
evidence-based context. Throughout, attention is paid to the experi-
ences of African American foster youth.
Cumulative Stressors Impacting African American
Youth and Families
African American youth are disproportionately involved in the fos-
ter care system (Derezotes, Testa, & Poertner, 2004; Hill, 2007;
Needell, Brookhart, & Lee, 2003; Wulczyn & Lery, 2007). This race-
based disproportionality in child welfare has been attributed to many
factors, including poverty rates and other neighborhood characteris-
tics, race-based diﬀerences in child protective services (CPS) involve-
ment, the dearth of culturally appropriate family preservation and
universal prevention programs, and institutional racism (Miller &
Gaston, 2003; Roberts, 2002; Wells, Merritt, & Briggs, 2009). The
disproportionate child welfare system involvement of minority pop-
ulations, and African American youth in particular, mirrors the race-
based trends in other human service systems such as juvenile justice
(Iguchi, Bell, Ramchand, & Fain, 2005). From a cumulative risk per-
spective, these factors may be interrelated and may contribute to the
significant need for mental health services experienced by African
American foster youth (Briggs & Paulson, 1996; Williams & Collins,
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2001). McCrae and Barth (2008) document how cumulative risk
exposure is tied to poor mental health functioning. Theoretically, a
cumulative risk perspective allows for attention to the eﬀects of mul-
tiple stressors rather than the impact of a single condition, such as
poverty, and provides a greater ability to attend to the systemic influ-
ences of race-based policies and practices on the mental health needs
of African Americans. In contrast, individually focused explanations
may overshadow the structural foundations of racism and its historic
link to the disproportionately high rates of foster care involvement
and mental health service needs among African Americans.
Using a cumulative risk lens, the significant mental health needs
of African American foster youth may be tied to the eﬀects of racial
residential segregation and socioeconomic inequalities that are them-
selves rooted in social policies that disproportionately aﬀect African
Americans (Kunitz & Pesis-Katz, 2005), particularly those pertain-
ing to criminal justice. Roughly one in three African American males
experiences state or federal incarceration in his lifetime (Bonczar,
2003), with racial profiling tied to the increase in the diﬀerent rates
of incarceration of African Americans compared to Caucasian and
Hispanic juveniles and adults (Iguchi et al., 2005). Briggs and Paulson
(1996) find that criminal justice system involvement disqualifies indi-
viduals from securing future benefits in prevention- and interven-
tion-focused systems that restore or preserve health and mental
health; on release, convicted individuals face restrictive covenants of
social policies that limit eligibility to financial benefits, enrollment in
higher education, access to housing, employment, health care insur-
ance, food stamps, and emergency health care. Within a household
environment, the presence of men with criminal justice involvement
is associated with depressed household income, unstable living
arrangements, and domestic violence, all of which are associated with
child welfare system involvement and mental health service needs
(Howell, Kelly, Palmer, & Mangum, 2004; Jonson-Reid, 2004).
Community-based factors may also contribute to the cumulative
health- and mental health-related stress experienced by African
American families. The link between neighborhood poverty and CPS
and foster care involvement is well-established (Coulton, Crampton,
Child WelfareBriggs and McBeath
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Irwin, Spilsbury, & Korbin, 2007), with studies suggesting that neigh-
borhood poverty may act as a proxy for community violence
(Aisenberg, Garcia, Ayón, Trickett, & Mennen, 2008) as well as the
dearth of public access to formal and informal social institutions that
might provide opportunities for pro-social interaction and healthy
development (Freisthler, Gruenewald, Remer, Lery, & Needell, 2007;
Talvi, 2002). An additional factor that contributes to the continuing
policies and practices that negatively impact African Americans in
child welfare, health and behavioral health, and public welfare sys-
tems is the lack of enforcement of regulations and protections against
racial discrimination that reinforces the persistence of incentives for
majority cultures and inequalities, penalties, and barriers for com-
munities of color (Freeman & Payne, 2000; Randall, 2002; Themba-
Nixon, 2001). Billingsley and Giovanni (1972), Hill (2004), and
Stehno (1982) provide evidence of historical and contemporary poli-
cies and practices in child welfare that have resulted in the mistreat-
ment of African American youth, families, and communities. This
lack of remediation of historical injustices may also contribute to the
mental health needs of African American families involved in the
child welfare system (Leary, 2005).
The Role of Culture and its Use in
Mental Health Services
Beginning with McGoldrick, Pearce, and Giordano (l982), culture
and ethnicity have been considered essential components of appro-
priate mental health care. While using culture as a practice frame-
work has been supported on ethical grounds, there has been
comparatively little empirical exploration of the influence of cultural
factors on the use and eﬀectiveness of mental health care. In describ-
ing the state of research on culturally centered interventions, Bernal
(2006) notes, “Too few studies have incorporated culture and eth-
nicity as part of the intervention or even tested the eﬀectiveness of
these interventions” (p. 144).
Under the principle of parens patriae, child welfare systems are
obliged to provide basic services to suit the biopsychosocial needs of
all foster youth. Unfortunately, African American populations have
experienced diﬀerential treatment by child welfare service providers
dating back to the origins of the formal child welfare system at the
end of the 19th Century (Hill, 2004). Developed to serve exclusively
Caucasian families, the child welfare system initially excluded African
American children and women from services. In the service provider
vacuum that resulted from segregationist policies and practices fol-
lowing slavery, black churches provided medical, housing, economic,
social, political, and spiritual resources (Lincoln & Mayima, 1990).
This use of informal mental health supports has been altered by the
influx of African American youth and families into foster care largely
because of integrationist eﬀorts in the child welfare sector in response
to state-initiated eﬀorts as well as class action lawsuits focused on the
unequal treatment experienced by African American youth in foster
care.
The movement toward evidence-based practice has also influ-
enced the development and provision of mental health services to
foster youth and their families. Child welfare agencies are increas-
ingly experimenting with ESIs to respond to common, often intractable
client needs and problems, particularly in the mental health and sub-
stance abuse service areas (Chaﬃn & Friedrich, 2004; Usher &
Wildfire, 2003). To be considered an ESI, a specific therapeutic prac-
tice with proven fidelity measures must be subjected to evaluation
under randomized clinical trial conditions by at least two independ-
ent investigators (Walker, Briggs, Koroloﬀ, & Friesen, 2007). Using
ESIs has increased in the past decade in reaction to the adoption and
diﬀusion of innovative developments in social, health, and medical
care (Eddy, 2005) and the subsequent sponsorship of the National
Institutes of Health, private accrediting bodies including the Joint
Commission and the Council on Accreditation, and professional
membership organizations such as the National Association of Public
Child Welfare Administrators (Zlotnick, 2007). Resultantly, child
welfare agencies are increasingly being encouraged to apply ESIs with
their foster care populations.
Child WelfareBriggs and McBeath
37
Vol. 89, No. 1Child Welfare
38
Implications of Culturally Insensitive
Mental Health Programming
Because few ESIs have been developed specifically for use with
African American populations (Breland-Noble, Bell, & Nicolas,
2006), African American foster youth may be aﬀected by the non-
culturally competent services available in the field. The lack of cul-
turally appropriate health and mental health services may therefore
contribute to the disproportionately large numbers of African
American youth who enter and remain in foster care.
Although mental health services may be provided in formal child
welfare settings, they may not be provided in a culturally appropri-
ate manner or adapted to the unique needs of diverse families.
Researchers have suggested that the development of nonculturally
appropriate services may lead to African American youth underuti-
lizing mental health care (Miller & Gaston, 2003; Queener &
Martin, 2001; Yeh et al., 2002). The lack of culturally appropriate
mental health service provisions may compound the sense of mar-
ginalization and shame experienced by African American families
involved in the foster care system (Prelow & Weaver, 2006;
Pumariega, Rogers, & Rothe, 2005). Furthermore, under the rigid
permanency timelines required by the Adoption and Safe Families
Act of 1997, African American families may be placed in a double-
jeopardy situation: mental health needs may have contributed to the
formal allegation of child maltreatment leading to foster care
involvement, and unaddressed mental health needs (among either
the biological parents or the foster youth) may prevent the initia-
tion and sustainment of parent-child visitation efforts, thus reduc-
ing the odds of reunification.
Foster youth whose mental health needs remain unaddressed while
in care may experience worse biopsychosocial outcomes as their ini-
tial conditions become more severe. Curtis, Dale, and Kendall (1999)
describe the poor adjustment, need for subsequent psychiatric care,
and worsened mental health outcomes that result from foster youth
receiving insuﬃcient appropriate psychological resources and social
support. Foster care permanency outcomes may also be impacted if
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mental health services are not provided in a culturally appropriate
manner. A body of research suggests that common approaches to men-
tal health diagnostic assessment, treatment, and evaluation in mental
health and primary health care systems may not be based on Afrocentric
values and customs, and thus may not be appropriate for use with
African American clinical populations (Briggs, Briggs, Miller,
McBeath, & Paulson, 2009; Corneille, Ashcraft, & Belgrave, 2005;
Kruzich, Friesen, Williams-Murphy, & Longley, 2002). These stud-
ies imply that racial and cultural diﬀerences in clients’ expectations
and needs concerning mental health treatment may impact their treat-
ment experiences and outcomes. Another potential eﬀect of using
nonculturally competent mental health interventions with African
American foster youth is the possibility of contributing to race-based
stereotyping and “othering.” Snowden (2003) argues that therapist
distance, misinterpretation, disbelief, and labeling interfere with eth-
nically diverse people benefiting from mental health services. The tra-
ditional eﬀort to preserve professional practitioner-client boundaries
and the limited exposure to diverse life experiences may create a divide
between the racially diverse client and Caucasian therapist. Miller and
Gaston (2003) argue that child welfare service providers may fail to
recognize the spiritual and relationally oriented qualities of African
American youth and families as well as the culturally bounded pro-
tective factors that can be used in developing sound programs and
services for use with this population and may instead label African
Americans as “deviant and deficient” (p. 238). The issue of respect is
another factor that is often mentioned by African American youth as
being essential to the development of pro-social therapeutic relation-
ships (Leary, Brennan, & Briggs, 2005). Within the context of men-
tal health assessments, this “othering” may lead to the inaccurate
representation of African American family and youth conditions and
needs, and may therefore contribute to inappropriate mental health
diagnoses and service planning.
Interventions that do not respond directly to experiences of race-
based discrimination may have less relevance for African American
foster youth. Bernal and Saez-Santiago (2006) argue that prior expe-
riences of discrimination may moderate the eﬃcacy of psychological
Vol. 89, No. 1Child Welfare
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interventions with ethnically diverse clients. This hypothesis has
received some empirical support. Caughy, O’Campo, and Muntaner
(2004) found that African American parents who directly confronted
their past experiences of discrimination were more likely to have chil-
dren with positive behavior than parents who ignored or denied hav-
ing been aﬀected by past discrimination.
Similarly, mental health interventions that do not consider
African Americans’ levels of community engagement, or that do not
specifically incorporate community-centered social support activities,
may be perceived as alienating, thereby limiting the development of
therapeutic alliances. Palmer (2001) notes that African Americans
with clinical depression should be assessed to determine their per-
ceived levels of social support, and finds that the lack of social sup-
port is a stable predictor of suicide risk among African Americans.
Moreover, the role of spirituality—in particular, the connection
between African American families and local religious institutions—
has been considered an important protective factor for African
American youth since Chestang (l972) and remains an essential fac-
tor to consider in mental health care with African American indi-
viduals and families.
Other potential consequences of using nonculturally appropriate
interventions with African American youth exist. The influences of
poverty and adaptation to economic deprivation are often diﬃcult to
include in foster care and mental health assessments, despite their
contribution to youth developmental trajectories (Wight, Botticello,
& Aneshensel, 2006). When practitioners ignore the role of poverty
and lack of access to socioeconomic opportunities experienced by fos-
ter youth prior to entering care, they may be inconsiderate of youth’s
cultural experiences or the coping strategies they have drawn on to
deal with deprivation (Bernal & Saez-Santiago, 2006). These omis-
sions may contribute to practitioners ignoring clients’ perceived
strengths and may therefore reinforce a deficit-based model of inter-
vention and self-identity.
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Developing Culturally Competent Mental Health
Services for Foster Youth
Scholars have supported specific strategies to promote frontline case-
workers’ culture-specific knowledge as a foundation for working with
African Americans and other ethnically diverse populations. Table 1
summarizes this literature via a question-based format to aid practi-
tioners in assessing the cultural appropriateness of their interventions
with African American youth and families. Miller and Gaston (2003)
propose that child welfare staﬀ develop an understanding of the cul-
tural and community mechanisms that African Americans and other
ethnically diverse youth and families draw on for support. Similarly,
Woodroﬀe and Spencer (2003) believe that any serious eﬀort at devel-
oping a culturally competent child welfare system should begin by
working together with culturally and ethnically diverse youth and fam-
ilies. The authors argue that providing a forum for discussing and
debunking race-based stereotypes and forming alliances with diverse
community stakeholders is necessary to retool the child welfare sys-
tem. Cohen (2003) argues that frontline structured decision-making
processes should be informed by an understanding of clients’ cultural,
social, political, and economic backgrounds.
Infusing a cultural focus (cultural beliefs, customs, and strengths
as units of attention) throughout the knowledge-into-action relation-
ship is necessary for culturally competent child welfare practice. That
is, in addition to retaining culturally specific knowledge, child welfare
staﬀ must engage in culturally sensitive interactions (inter actions that
incorporate cultural values and customs) with nonmajority youth and
families. Bernal and Saez-Santiago (2006) argue that child welfare
caseworkers should be able to recognize, articulate, and verify the role
of various ethnic and cultural themes, language, expressions, and behav-
iors in the therapeutic process. Also, practitioners should be sensitive
to whether and how the therapeutic process requires modification in
response to individual, familial, and cultural customs (Bernal, 2006).
For example, in their model for developing culturally centered
interventions, Bernal and Saez-Santiago (2006) describe the eight
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What Have We Learned from Our
Clients About Serving African
American Children and Families in
a Culturally Appropriate Manner?
• Why do we believe that our existing
staff have the ability and desire to
work with our clients?
• What evidence do we have to
justify the belief that our program
innovations are appropriate for 
our clients? How strong is this
 evidence?
• Are our service approaches congru-
ent with the cultural values of our
clients? To what extent are these
models compatible with their lan-
guage, norms, beliefs, and values?
• To what extent are these program
models responsive to our
knowledge concerning our clients’
disability status, sexual orientation,
gender, age, literacy, income, and
within-group diversity?
• Do our clients do appreciably better
when served by our programs? Why
or why not?
• What needs to be added or re-
moved from these program models
to ensure that they are culturally
appropriate for our clients?
Table 1
Organizational Experience with Cultural Difference as Context
for Intervention Selection
What Have We Learned from
 Others About Serving African
American Children and Families in
a Culturally Appropriate Manner?
• What information exists to identify
the staff characteristics necessary to
work with African American children
and families?
• What evidence exists to suggest
that our program models are appro-
priate for African American children
and families? How strong is this
 evidence?
• Are these program models congru-
ent with the cultural values of
African American children and fami-
lies? To what extent are these mod-
els compatible with their language,
norms, beliefs, and values?
• To what extent are these program
models responsive to population
factors such as disability, sexual ori-
entation, gender, age, literacy, in-
come, and within-group diversity?
• Is there evidence to suggest that
African American children and fami-
lies do appreciably better when
served by these program models
than when served in other ways?
• What needs to be added or re-
moved from these program models
to ensure that they are culturally
appropriate for African American
children and families?
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processes that should be considered by practitioners providing men-
tal health care to ethnically diverse people:
(1) Because language is a central mechanism through which cul-
tural and emotional experiences are conveyed, practitioners
need to familiarize themselves with the way ethnically diverse
people convey values and norms through language. Mis -
understanding idiomatic messages may negatively impact the
treatment process and treatment eﬃcacy.
(2) Practitioners must be able to elicit client expectations, acknowl-
edge cultural diﬀerences and similarities in the therapeutic
relationship, and develop appropriate and culturally sensitive
therapeutic relationships (relationships between the therapist
and client that incorporate cultural values, beliefs, and cus-
toms in the change process).
(3) Using culturally informed metaphors allows the practitioner
to draw on important images and materials that reflect cul-
tural symmetry and that have cultural meaning.
(4) Practitioners should have content knowledge concerning
important standards, belief systems, and practices that are
common to individuals of a particular cultural group. This
information is essential for normalization, grounding the
treatment experience within a familiar context for the client,
and thereby avoiding client alienation. (A practice resource
is “The Provider’s Guide to Quality and Culture” [Man -
agement Sciences for Health, 2009].)
(5) Attention to cultural concepts allows practitioners to gauge
the degree to which their communication is compatible with
the client’s cultural context.
(6) The creation of therapeutic goals and objectives should reflect
cultural expectations and positive cultural norms to reinforce
the client’s indigenous and evolving cultural interests, resources,
and frames of reference.
(7) Practitioners should be trained in and use culturally sensi-
tive processes that recognize, honor, and incorporate cul-
tural customs as well as engage in activities that aid the
Vol. 89, No. 1Child Welfare
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therapeutic approach and draw on cultural customs of
health and healing.
(8) Practitioners should consider the “social, economic, and pol -
itical contexts” (Bernal & Saez-Santiago, 2006, p. 128) in
which culturally diverse youth and families exist.
These contextual considerations are important to avoid treating
African Americans or other minority youth and adults with thera-
peutic approaches that are incompatible with their ethnic socializa-
tion, enculturation, or acculturation experiences (Cauce, 2002).
In summary, culturally sensitive mental health interventions for
use with African American youth and families should share some
common attributes. They should incorporate client preferences and
cultural knowledge; ensure that their major concepts, philosophies,
and treatment paradigms are consistent with participants’ worldview;
remove barriers in language and use symmetrical cultural and treat-
ment concepts; include culturally based supports in program deliv-
ery that may involve indigenous family resources or include functions
that can be done by community residents of like minds and perspec-
tives; and elicit participants’ input into the treatment planning and
delivery process.
Creating an Organizational Environment Supporting
Cul turally Appropriate Practice
How caseworkers take culture into consideration is an issue of orga-
nizational adaptation; one particular aspect of this issue is how and
by who services and programs are designed and implemented.
McPhatter and Ganaway (2003) suggest that culturally eﬀective prac-
tice requires the elimination of organizational, interprofessional, and
individual barriers to professional development rooted in dominant
Caucasian values and customs. Ongoing organizational assessment
and sustained management-led change processes are essential to
move practitioners toward cultural competence. Mederos and
Woldeguiorguis (2003) identify three nested models that facilitate
culturally appropriate frontline service provision. The first model, cul-
tural sensitivity, encompasses using relevant cultural knowledge as a
basis for using empowerment practices; hiring staﬀ who reflect the
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target population; developing culturally bounded community part-
nerships and frontline staﬀ training, system redesign, and service
modification; and using performance measurement to track the deliv-
ery of culturally sensitive child welfare programming. The second
model, self-reflective cultural sensitivity, builds on the first by spon-
soring the use of management and staﬀ self-inventories. Such eﬀorts
engage staﬀ and management in ongoing critical inquiry by calling
into question the organizational and cultural values shaping front-
line service practices as well as the objectives and overall goals of
major child welfare programs. The third model, cultural solidarity,
allows management to assess the potentially oppressive nature of
existing agency and programmatic policies, practices, and commu-
nity partnerships that may lead to or ameliorate negative outcomes
for racial or ethnic minority client groups. This three-stage embed-
ded perspective locates client empowerment centrally in the process
of improving service systems, and validates clients as legitimate
resources and essential cultural allies. These models represent increas-
ingly engaged levels of culturally competent service provision and
thus give service providers a graduated set of principles for infusing
cultural considerations into the service eﬀorts of child welfare staﬀ
and their managers. These models also reflect the relational processes
and managerial and staﬀ behaviors of an inner-city child welfare and
mental health agency in which one of the authors used EBP to
improve the cultural appropriateness of service provision to and clin-
ical outcomes for African American foster youth and their families
(Briggs, l994, 1996).
Developing and Implementing Evidence-Based Mental
Health Services for African American Foster Youth
Given the attention to evidence-based practice by policymakers and
child welfare systems, building cultural considerations into mental
health services for foster youth will necessarily involve integrating
culture into ESIs. Because few mental health ESIs have been adapted
for use with nonmajority cultures (Aisenberg, 2008), it is unclear
whether available mental health ESIs serving African American
foster youth can respond to the culturally specific considerations
described in the preceding section. Greater eﬀorts should therefore
be made to develop ESIs suitable for use with diverse child welfare
client populations and in diﬀerent community contexts (Wells,
Merritt, & Briggs, 2009). Studies in EBP (Briggs & Rzepnicki, 2004;
Wells & Briggs, 2009), behavioral social work (Pinkston, Levitt,
Green, Linsk, & Rzepnicki, 1982), and knowledge of Afrocentric val-
ues and culturally competent practice (Briggs, 2009a; Gambrill, 1997;
Tolson, Reid, & Garvin, 2003; Leary, Brennan, & Briggs, 2005) com-
prise the knowledge and database supports for the delivery of evi-
dence-based mental health services in child welfare settings.
Designing and implementing ESIs for racially diverse child wel-
fare populations may be facilitated by a collaborative planning
approach that allows clients to engage as partners in the process of
identifying client and community strengths and needs, problem defi-
nition, and intervention development (Briggs, 1994; Gambrill, 2004;
Shlonsky & Stern, 2007). Attending to client perspectives may
improve the cultural compatibility between program goals and client
expectations (Briggs, 2001, Briggs, 2009a). The task-centered practice
model, an ESI that incorporates all aspects of EBP, provides a cultur-
ally sensitive approach for planning ESI selection and EBP use with
African Americans (Briggs, 2009b; Briggs, McBeath, & McCracken,
2009). Participants in this process should be sensitive to diﬀerences
within as well as across ethnic groups or other demographic charac-
teristics. Finally, administrators of child welfare service systems should
examine what additional training and resources service providers will
need to adequately implement diﬀerent ESIs (McCracken &
Corrigan, 2004). Briggs (2009a) has developed culturally sensitive
roles for social workers providing training and technical assistance to
African American foster parents using EBP to select and apply cul-
turally sensitive or ESI methods to improve service eﬀectiveness for
African American foster youth with serious emotional disorders.
At a community level, the development of culturally sensitive
ESIs should be carried out in collaboration with community  partners.
Client self-determination and allowing clients to select between dif-
ferent treatment options should be included as specific components
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of the intervention, which should be piloted and evaluated system-
atically prior to being disseminated community-wide. Process eval-
uations should be used to identify which aspects of the intervention
were perceived by participants as being the least/most  useful and cul-
turally sensitive, and outcomes studies should be conducted only after
community partners are comfortable with the pilot intervention.
Attending to Culture in Other Evidence-Based Models
EBP, practice-based evidence (PBE; Briggs, 2009b), and evidence-
based management (EBM; Briggs & McBeath, 2009; Kovner &
Rundall, 2006) models specifically incorporate client perspectives into
the search for and implementation of best practices and allow for
service tailoring in response to service provider and client strengths.
The EBP and PBE models allow providers to develop therapeutic
alliances with youth and families along the lines of Bernal and Saez-
Santiago (2006). Originating in medicine and social work in the
1960s, EBP requires that practitioners infuse client preferences into
the treatment decision-making process. PBE approaches imple-
mented through partnerships with diverse cultural groups are indi -
genous practices endorsed by the community. These practices are
developed and used by indigenous groups and their eﬃcacy has not
yet been evaluated through randomized controlled trials.  The serv-
ice engagement model developed by Briggs (2009b) and African
American community leaders in Portland, Oregon resulted in the
increased use of mental health services by adult African Americans.
An example of a culturally appropriate ESI is the task-centered prac-
tice model (Briggs, McBeath, & McCracken, 2009). Briggs (1994,
1996, 2001) notes that this model was used successfully to improve
foster care permanency outcomes and mental health outcomes in an
inner-city child welfare agency. Finally, EBM provides a quality assur-
ance method for managers to elicit client and staﬀ perspectives in
addressing agency-based and management-related dilemmas (Briggs
& McBeath, 2009).
The basic aims and advantages of the aforementioned evidence-
based approaches are summarized in Table 2. The EBP, PBE, and
EBM models specifically allow frontline service providers to link
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Evidence-Based Practice (EBP)
• Practitioners are asked to integrate
the best available evidence, client
values and preferences, available re-
sources, and their clinical expertise
in making practice decisions.
• EBP is a problem-solving process in
which the practitioner seeks to indi-
vidualize care to the specific needs
of the client as well as the agency
context.
• Practitioners use skepticism, critical
questioning, and evidence-informed
inquiry. 
• This perspective is compatible with
culturally sensitive service provision,
in that it includes a focus on the
client culture and values, allows for
client participation in decision-
 making and practice, and uses 
many types of evidence.
Practice-Based Evidence (PBE)
• PBEs are historically developed
community-based practices shown
to be effective via nonexperimental
research methods.
• PBEs are often evaluated using par-
ticipatory action research methods
to identify their effectiveness.
• PBE is compatible with cultural
competent practice, in that indige-
nous practices offer a blend of
strengths-based, culturally informed
care and treatment-based services.
• PBE promotes transparency, creativ-
ity, and local community innovation.
Table 2
Aims and Benefits of Different Evidence-Based Approaches
• Community input is vital to address
how adaptation should occur and
whether indicators and measures
are culturally appropriate.
• Effective cultural adaptation re-
quires strategies to implement the
principles of the model program in
accordance with the values of the
target community.
Culturally Adapted Evidence-
 Supported Interventions (CAESIs)
• CAESIs are culturally equivalent
adaptations of a model program.
The process of cultural adaptation
of an existing CAESI requires scien-
tific justification.
• Research and community assess-
ments are used to identify which as-
pects of the CAESI must be adapted
to suit a particular racial/ethnic
group.
Evidence-Based Management
(EBM)
• EBM is the conscientious, explicit
and judicious use of current best
reasoning and experience in making
managerial decisions.
• EBM, which was developed using
an EBP platform, is also compatible
with culturally competent 
practice.
• EBM promotes transparency,
 creativity, and experimentation.
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client cultural knowledge and scientific evidence to facilitate client
empowerment. These approaches are sensible alternatives for prac-
titioners when culturally sensitive ESIs are unavailable for African
American youth and families requesting mental health services.
These models use diﬀerent evidentiary standards than the ESI
model, in that “evidence” is understood to include quasi-experimental
designs, single-case studies, qualitative approaches, and information
drawn from clinicians’ professional and personal history. These mod-
els may therefore be suitable for non-Western epistemological
approaches, and thus potentially more compatible with culturally com-
petent service models than the ESI approach. Allowing child welfare
systems to engage in EBP, PBE, and EBM may enhance service
providers’ ability to respond to the mental health needs of youth and
families from majority and culturally diverse backgrounds.
Benefits and Challenges Associated with the Use of Diﬀerent
Evidence-Based Approaches
Benefits may accrue to child welfare agencies that are able to use dif-
ferent evidence-based approaches as opposed to an ESI–focused or
a non-evidence-based approach to mental health service provision.
The EBP, PBE, and EBM models allow providers to draw from
clients’ cultural knowledge as well as to engage in COPES–driven
searches for evidence-based treatments, and thus directly impact
agencies’ ability to deliver services in a culturally competent manner.
Additionally, each approach emphasizes the importance of trans-
parency and shared decisionmaking: while possibly ancillary to treat-
ment objectives, the focus on continuous client monitoring and the
calibration of mental health treatments in response to client prefer-
ences may serve to strengthen client engagement (Kruzich et al.,
2002). Exploratory studies suggest that agencies using an array of evi-
dence-based approaches to deliver mental health services to racially
diverse foster youth and their families may experience improvements
in service quality, client satisfaction, and staﬀ perceptions of organi-
zational climate (Briggs, 1996, 2001).
Challenges to the use of these diﬀerent evidence-based approaches
include the diﬃculty of engaging involuntary clients in the process of
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assessment and service decisionmaking. Despite their focus on client
empowerment, none of these models includes specific provisions for
client engagement, even though it can be extremely diﬃcult to engage
foster youth and their biological families in child welfare services
(Kemp, Marcenko, Hoagwood, & Vesneski, 2009). Another challenge
involves the research-based resources required to implement diﬀer-
ent evidence-based approaches. Few child welfare agencies have suﬃ-
cient research and development capacity to identify culturally
appropriate ESIs or to train staﬀ in the EBP, PBE, or EBM
approaches (McBeath, Briggs, & Aisenberg, 2009). Similarly, few
agencies are able to develop managerial and information technology-
based methods to track client progress over time and correlate such
changes with staﬀ eﬀorts. A final challenge to child welfare agencies
seeking to use these evidence-based approaches concerns the non-
evidence-based nature of many child welfare service interactions.
Mental health services to foster youth may be provided in response
to the requests of court oﬃcials or due to their availability in the
agency or community, with the choice of the type, modularity, and
intensity of service often dependent on service availability. In contrast,
these evidence-based models depend on child welfare agency staﬀ
exhibiting leadership in developing service plans in collaboration with
clients, engaging in literature searches for new practice innovations,
and advocating for culturally informed service programming with
agency supervisors and administrators. Such frontline leadership may
be compromised by the presence of significant frontline caseloads and
documentation requirements and may be unwelcomed by agency
managers, despite the potential benefits to clients from the provision
of culturally competent, evidence-based mental health services.
Conclusion
The development of culturally sensitive care for African Americans and
eﬃcacious mental health services for youth have traditionally been
independent of one another. The historic exclusion of diﬀerent cul-
tural groups from the program development and research process has
limited the applicability of ESIs with individuals from culturally diverse
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backgrounds. The eﬀectiveness of common mental health interventions
for African American foster youth and families is therefore unclear.
Despite the organizational, practitioner, and historical factors pre-
venting the creation and implementation of culturally conscious and
eﬃcacious mental health service systems, these processes are not
mutually exclusive. This article introduces a framework for the devel-
opment of these services for culturally diverse youth and families. The
considerable mental health needs of foster youth, and the overrepre-
sentation of African American youth in the foster care system, strongly
obliges child welfare systems and foster care programs to invest in cul-
turally appropriate mental health services. Given the dearth of stud-
ies examining the eﬀectiveness of ESIs within diﬀerent cultural and
community-based contexts, policymakers should not apply ESIs indis-
criminately across diﬀerent racial and ethnic groups. Because clients
may diﬀer within and across diverse contexts, local service providers
should be given the flexibility to tailor their child welfare program-
ming to the specific needs of diﬀerent client populations.
Research on the eﬃcacy of specific child welfare services remains
limited (Thomlinson, 2005). While it is plausible to hypothesize that
some existing ESIs may be adapted for use with culturally diverse
populations, the common characteristics of eﬃcacious mental health
programming for African American client populations have not
yet been denoted. Nonculturally adapted programs should not be
applied to culturally diverse populations until research has determined
that these programs are appropriate for use.
Research must therefore be conducted to develop culturally com-
petent mental health services for foster youth and families. Process
and outcome evaluations should be developed and conducted, and
their results used to inform the cycle of program planning, imple-
mentation, refinement, and dissemination. In the child welfare sec-
tor, process evaluations are often used to identify how services are
delivered to individuals and barriers that have been encountered and
adaptations that have been made by service providers. Outcome eval-
uations pertain to the biopsychosocial and system-related experiences
of individual program participants. More sophisticated evaluation
designs seek to merge what is learned from process evaluations with
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information gained via outcome evaluations. These evaluations (using
qualitative as well as quantitative data) should be used to identify
promising, evidence-based approaches and to determine which pilot
programs can be best translated across diﬀerent client populations.
Finally, attention should be paid to sustaining culturally appro-
priate, evidence-based service delivery initiatives. Growing a system-
wide commitment to culturally sensitive child welfare programming
requires providing staﬀ supports and additional organizational
resources. Staﬀ supports should include the addition of staﬀ positions
focusing specifically on training and implementation of diﬀerent
evidence-based approaches, providing and regularly updating cultur-
ally specific trainings and workshops, and the provision of flexible
funding for service providers to collaborate with community groups
to develop new evidence-based initiatives. Local managers should
also be provided with resources to regularly assess the availability of
high-demand mental health services. If ESIs are unavailable, inap-
pro priate, or impossible to implement, then agencies need to clearly
document these service gaps and advocate for their removal. In this
manner, evidence-based programs that respect the cultural values and
preferences of diverse populations may be nurtured.
References
Adoption and Safe Families Act of 1997, P.L. 105-89.
Aisenberg, E. (2008). Evidence-based practice in mental health care to ethnic communities.
Has its practice fallen short of its evidence? Social Work, 53, 297– 306.
Aisenberg, E., Garcia, A., Ayón, C., Trickett, P., & Mennen, F. (2008). The co-occurrence of
community violence and child maltreatment among racially diverse adolescents: assess-
ing risk for mental health and behavior problems. Protecting Children, 22, 20– 31.
Baker, A. J., Kurland, D., Curtis, P., Alexander, G., & Papa-Lentini, C. (2007). Mental health
and behavioral problems of youth in the child welfare system: Residential treatment
 centers compared to therapeutic foster care in the odyssey project population. Child Welfare,
86, 97– 123.
Child WelfareBriggs and McBeath
53
Bell, C. C. (2006). Exposure to a traumatic event does not automatically put a person on a path to
develop PTSD: The importance of protective factors to promote resiliency. Retrieved December
1, 2009, from www.giftfromwithin.org/html/promote.html
Bernal, G. (2006). Intervention development and cultural adaptation research with diverse
families. Family Process, 45, 143– 151.
Bernal, G., & Saez-Santiago, E. (2006). Culturally centered psychological interventions.
Journal of Community Psychology, 34, 121– 132.
Billingsley, A., & Giovanni, J. (1972). Children of the storm: Black children and American child
welfare. New York: Harcourt, Brace, and Jovanovich.
Bonczar, T. P. (2003). Bureau of justice statistics special report: Prevalence of imprisonment in the
U.S. population, 1974– 2001. Washington, DC: U.S. Department of Justice.
Braithwaite, H. K., & Xanthos, C. (2009). Disadvantages in mental health care among African
Americans. Journal of Health Care for the Poor and Underserved, 20, 17– 23.
Breland-Noble, A., Bell, C., & Nicolas, G. (2006). Family first: The development of an
 evidence-based family intervention for increasing participation in psychiatric clinical care
and research in depressed African American adolescents. Family Process, 45, 153– 169.
Briggs, H. E. (1994). Promoting adoptions by foster parents through an inner-city commu-
nity organization. Research on Social Work Practice, 4, 497– 509.
Briggs, H. E. (1996). Enhancing community adjustment of persons with developmental dis-
abilities: Transferring multilevel behavioral technology to an inner city community organ-
ization. Journal of Applied Behavioral Analysis, 20, 177– 190.
Briggs, H. E. (2001). Working with organizations serving persons with disabilities. In H. E.
Briggs & K. Corcoran (Eds.), Social work practice: Treating common client problems (pp. 171–
190). Chicago: Lyceum Books.
Briggs, H. E. (2009a). The fusion of culture and science: Challenges and controversies of cul-
tural competency and evidence-based practice with an African American family advocacy
network. Children and Youth Services Review, 31(1), 1172– 1179.
Briggs, H. E. (2009b). From Task Centered and Evidence Based Practice to Practice Based
Evidence: A Case Study. Unpublished manuscript.
Briggs, H. E., Briggs, A. C., Miller, K. M., McBeath, B., & Paulson, R. I. (2009). Combating
persistent white privilege in mental health care systems serving African Americans. Unpublished
manuscript.
Briggs, H. E., & McBeath, B. (2009). Evidence-based management: Origins, challenges, and
implications for social service administration. Administration in Social Work, 33, 241– 262.
Briggs, H. E., McBeath, B., & McCracken, S. (2009). Diﬀusing and adopting evidence based
practice and empirically supported interventions. In Tina Rzepnicki, Stan McCracken,
& Harold E. Briggs (Eds.), Evidence based practice: An integrative approach to practice.
Chicago: Lyceum Books.
Briggs, H. E., & Paulson, R. (1996). Toward a Behavioral Analysis of Racism. In M. Mattaini
and B. Thyer’s (Eds.), Finding solutions to social problems: Behavioral strategies for change.
(147– 177). Washington, DC: American Psychological Association Press.
Briggs, H. E., & Rzepnicki, T. L. (2004). Using evidence in social work practice: Behavioral per-
spectives. Chicago: Lyceum Books.
Cauce, A. M. (2002). Examining culture within a quantitative empirical research framework.
Human Development, 45, 294– 298.
Caughy, M. O., O’Campo, P. J., & Muntaner, C. (2004). Experiences of racism among African
American parents and the mental health of their preschool-aged children. American
Journal of Public Health, 94, 2118– 2124.
Chaﬃn, M., & Friedrich, B. (2004). Evidence-based treatments in child abuse and neglect.
Children and Youth Service Review, 26, 1097– 1113.
Chestang, L. W. (1972). Character development in a hostile environment. Chicago: University
of Chicago Press.
Clausen, J. M., Landsverk, J., Ganger, W., Chadwick, D., & Litrownik, A. (1998). Mental
health problems of children in foster care. Journal of Child and Family Studies, 7, 283– 296.
Cohen, E. (2003). Framework for culturally competent decision-making in child welfare.
Child Welfare, 82, 143– 155.
Corneille, M. A., Ashcraft, A. M., & Belgrave, F. Z. (2005). What’s culture got to do with it?
Prevention programs for African American adolescent girls. Journal of Health Care for the
Poor and Underserved, 16, 38– 47.
Vol. 89, No. 1Child Welfare
54
Coulton, C. J., Crampton, D., Irwin, M., Spilsbury, J., & Korbin, J. (2007). How neighbor-
hood influence child maltreatment: A review of the literature and alternative pathways.
Child Abuse and Neglect, 31, 1117– 1142.
Curtis, P., Dale, G., & Kendall, J. (1999). The foster care crisis. Lincoln: University of Nebraska
Press.
Derezotes, D. M., Testa, M. F., & Poertner, J. (2004). Race matters: Examining the over-
 representation of African Americans in the child welfare system. Washington, DC: Child
Welfare League of America.
Eddy, D. M. (2005). Evidence-based medicine: A unified approach. Health Aﬀairs, 24, 9– 17.
Freeman, H., & Payne, R. (2000). Racial injustice in health care. New England Journal of
Medicine, 342, 1045– 1047.
Freisthler, B., Gruenewald, P. J., Remer, L. G., Lery, B., & Needell, B. (2007). Exploring the
spatial dynamics of alcohol outlets and Child Protective Services referrals, substantiations,
and foster care entries. Child Maltreatment, 12, 114– 124.
Gambrill, E. (1997). Social work practice: A critical thinker’s guide. New York: Oxford University
Press.
Gambrill, E. (2004). Contributions of critical thinking and evidence-based practice to the fulfill-
ment of the ethical obligations of professionals. Using evidence in social work practice, behav-
ioral perspectives (pp. 3– 19). Chicago: Lyceum Books, Inc.
Gambrill, E. (2007). Review of the book, Evidence-based practices in mental health: Debate
and dialogue on the fundamental questions. Research on Social Work Practice, 17, 428– 434.
Gold, P.G., Glynn, S.M., & Mueser, K.T. (2006). Challenges to implementing and sustain-
ing comprehensive mental health service programs. Evaluation and the Health Professions,
29, 195– 218.
Hare, B. (2008). Shorter life span of African Americans linked to mental health coping strategies.
Retrieved June 30, 2009, from http://news.medill.northwestern.edu/chicago/news
.aspx?id5109701.
Hill, R. B. (2004). Institutional racism in child welfare. Race & Society, 7, 17– 33.
Hill, R. B. (2007). An analysis of racial/ethnic disproportionality and disparity at the national,
state, and county levels. Washington, DC: Casey-CSSP Alliance for Racial Equity in Child
Welfare.
Child WelfareBriggs and McBeath
55
Howell, J. C., Kelly, M. R., Palmer, J., & Mangum, R. L. (2004). Integrating child welfare,
juvenile justice, and other agencies in a continuum of services. Child Welfare, 83, 143– 156.
Huey, S. J., Jr., & Polo, A. J. (in press). Evidence-based psychosocial treatments for ethnic
minority youth: A review and meta-analysis. Journal of Clinical Child and Adolescent
Psychology.
Iguchi, M., Bell, J., Ramchand, R. N., & Fain, T. (2005). How criminal system racial dis-
 parities may translate into health disparities. Journal of Health Care for the Poor and
Underserved, 16, 48– 56.
Jackson, K.F. (2009). Building cultural competence: A systematic evaluation of the eﬀective-
ness of culturally sensitive interventions with ethnic minority youth, Children and Youth
Services Review, 31(11), 1192– 1198.
Jenkins, C. (2009, April 6). Experts cite reasons for health disparities among African Americans.
The Louisiana Weekly. Retrieved December 1, 2009, from www.louisianaweekly
.com/news.php?viewStory51148.
Joe, S., Baser, R. S., Neighbors, H. W., Caldwell, C. H., & Jackson, J. J. (2009). Twelve-month
and lifetime prevalence of suicide attempts among black adolescents in the national sur-
vey of American life. Journal of American Academy of Child & Adolescent Psychiatry, 48, 271–
282.
Kemp, S. P., Marcenko, M. O., Hoagwood, K., & Vesneski, W. (2009). Engaging parents in
child welfare services: Bridging family needs and child welfare mandates. Child Welfare,
88, 101– 126.
Kovner, A. R., & Rundall, T. G. (2006). Evidence-based management reconsidered. Frontiers
of Health Services Management, 22, 3–22.
Kruzich, J. M., Friesen, B. J., Williams-Murphy, T., & Longley, M. J. (2002). Voices of African
American families: Perspectives on residential treatment. Social Work, 47, 461–471.
Kunitz, S. J., & Pesis-Katz, I. (2005). Mortality of white Americans and Canadians: The causes
and consequences for health of welfare state institutions and policies. The Milbank
Quarterly, 83, 5– 39.
Leary, J. D. (2005). Post-traumatic slave syndrome: America’s legacy of enduring injury and heal-
ing. Milwaukie, OR: Uptone Press.
Leary, J. D., Brennan, E. M., & Briggs, H. E. (2005). The African American respect scale: A
measure of a prosocial attitude. Research on Social Work Practice, 15, 462– 469.
Vol. 89, No. 1Child Welfare
56
Lincoln, C. E., & Mayima, L. H. (1990). The black church in the African-American experience
(2nd ed.). Durham, NC: Duke University Press.
Management Sciences for Health. (2009). The provider’s guide to quality and culture. The
Manager’s Electronic Resource Center. Retrieved December 2, 2009, from
http://erc.msh.org/ mainpage.cfm?file51.0.htm&module5provider&language5English.
McBeath, B., Briggs, H.E., & Aisenberg, E. (2009). The role of child welfare managers in
promoting agency performance through experimentation. Children and Youth Services
Review, 31(1), 112– 118.
McCracken, S. G., & Corrigan, P. W. (2004). Staﬀ development in mental health. In H. E.
Briggs & T. L. Rzepnicki (Eds.), Using evidence in social work practice: Behavioral perspec-
tives (pp. 232– 256). Chicago: Lyceum.
McCrae, J. S., & Barth R. P. (2008). Using cumulative risk to screen for mental health prob-
lems in child welfare. Research on Social Work Practice, 18, 144– 159.
McGoldrick, M., Pearce, J. K., & Giordano, J. (l982). Ethnicity and family therapy. New York:
Guildford Press.
McPhatter, A. R., & Ganaway, T. L. (2003). Beyond the rhetoric: Strategies for implement-
ing culturally eﬀective practice with children, families, and communities. Child Welfare,
82, 103– 124.
Mederos, F., & Woldeguiorguis, I. (2003). Beyond cultural competence: What child protec-
tion managers need to know and do. Child Welfare, 82, 125– 142.
Miller, O. A., & Gaston, R. J. (2003). A model of culture-centered child welfare practice. Child
Welfare, 82, 235– 250.
Miller, K. M., Gil-Kasiwabara, E., Briggs, H. E., & Smith-Hatcher, S. (2009). Contexts of
Race, Ethnicity, and Culture for Children of Incarcerated Parents. In J. Mark Eddy &
Julie Poehlmann (Eds.), Children of incarcerated parents. Washington, D.C.: The Urban
Institute Press.
Miranda, J., Bernal, G., Lau, A., Kohn, L., Hwang, W. C., & Lafrombose, T. (2005). State of
the science on psychosocial interventions for ethnic minorities. Annual Review of Clinical
Psychology, 1, 113– 142.
Needell, B., Brookhart, M. A., & Lee, S. (2003). Black children and foster care placement in
California. Children and Youth Services Review, 25, 393– 408.
Child WelfareBriggs and McBeath
57
Palmer, C. J. (2001). African Americans, depression, and suicide risk. Journal of Black
Psychology, 27, 100– 111.
Pinkston, E. M., Levitt, J., Green, G. R., Linsk, N. L., & Rzepnicki, T. L. (1982). Eﬀective
social work practice: Advanced techniques for behavioral intervention with individuals, fami-
lies, and institutional staﬀ. San Francisco: Jossey-Bass.
Prelow, H. M., & Weaver, S. R. (2006). Competence, self-esteem, and coping eﬃcacy as medi-
ators of ecological risk and depressive symptoms in urban African American and European
American youth. Journal of Youth Adolescence, 35, 507– 517.
Pumariega, A. J., Rogers, K., & Rothe, E. (2005). Culturally competent systems of care for
children’s mental health: Advances and challenges. Community Mental Health Journal, 41,
539– 555.
Queener, J. E., & Martin, J. K. (2001). Providing culturally relevant mental health services:
Collaboration between psychology and the African American church. Journal of Black
Psychology, 27, 112– 122.
Randall, V. R. (Fall 2002). Racial discrimination in health care in the United States as a vio-
lation of the international convention on the elimination of all forms of racial discrimi-
nation. University of Florida Journal of Law & Public Policy, 45– 91.
Rawal, P., Romansky, J., Jenuwine, M., & Lyons, J. S. (2004). Racial diﬀerences in the men-
tal health needs and service utilization of youth in the juvenile justice system. The Journal
of Behavioral Health Services Research, 31, 242– 254.
Risley-Curtiss, C., Combs-Orme, T., Chernoﬀ, R., & Heisler, A. (1996). Health care uti-
lization by children entering foster care. Research on Social Work Practice, 6(4), 442– 461.
Roberts, D. (2002). Shattered bonds: The color of child welfare. Boulder, CO: Perseus Group
Books.
Rzepnicki, T. L., & Briggs, H. E. (2004). Introduction: Using evidence in your practice. In
H. E. Briggs & T. L. Rzepnicki (Eds.), Using evidence in social work practice: Behavioral
perspectives (pp. ix– xxiii). Chicago: Lyceum Books.
Shlonsky, A., & Stern, S. B. (2007). Reflections on the teaching of evidence-based practice.
Research on Social Work Practice, 17(5), 603– 611.
Vol. 89, No. 1Child Welfare
58
Smedley, B. D., Stith, A. Y., & Nelson, A. R. (2003). Unequal treatment: Confronting racial
and ethnic disparities in health care. Committee on understanding and eliminating racial
and ethnic disparities in health care, board on health sciences policy of the national acad-
emies. Washington, DC: The National Academy Press.
Snowden, L. R. (2003). Bias in mental health assessment and intervention: Theory and evi-
dence. American Journal of Public Health, 93, 239– 242.
Stehno, S. M. (1982). Diﬀerential treatment of minority children in service systems. Social
Work, 27, 39– 45.
Talvi, S. J. A. (2002). Bearing the burden: Why are communities of color facing obesity and
diabetes at epidemic levels? Colorlines Magazine. Retrieved from: Retrieved December 2,
2009, from http://www.thefreelibrary.com/-a090794899.
Themba-Nixon, M. (2001). Transnational racial justice initiative report: The persistence of white
privilege and institutional racism in U.S. policy: A report on U.S. government compliance with
the international convention on the elimination of all forms of racial discrimination. Retrieved
December 1, 2009, from www.arc.org/trji.
Thomlinson, B. (2005). Using evidence-based knowledge to improve policies and practices in
child welfare: Current thinking and continuing challenges. Research on Social Work Practice,
15, 321– 322.
Timmer, S. G., Urquiza, A. J., Herschell, A. D., McGrath, J. M., Zebell, N. M., Porter, A. L.,
& Vargas, E. C. (2006). Parent-child interaction therapy: Application of an empirically
supported treatment to maltreated children in foster care. Child Welfare, 85, 919– 939.
Tolson, E. R., Reid, W. J., & Garvin, C. D.(2003). Generalist Practice: A task-centered approach,
2nd ed. New York: Columbia University Press.
Usher, C. L., & Wildfire, J. B. (2003). Evidence-based practice in community-based child
welfare systems. Child Welfare, 82, 597– 614.
Walker, J. S., Briggs, H. E., Koroloﬀ, N., & Friesen, B. J. (2007). Implementing and sustain-
ing evidence-based practice in social work. Journal of Social Work Education, 43, 361– 375.
Wells, S. J., & Briggs, H. E. (2009). Cultural competence and evidence-based practice: Best
friends, strangers, or arch rivals? Children and Youth Services Review, 31(1), 1147– 1149.
Child WelfareBriggs and McBeath
59
Wells, S., Merritt, L. M., & Briggs, H. E. (2009). Bias, racism, and evidence based practice:
The case for more focused development of the child welfare evidence base. Children and
Youth Services Review, 31(1), 1160– 1171.
Wight, R. G., Botticello, A. L., & Aneshensel, C. S. (2006). Socio-economic context, social
support, and adolescent mental health: A multilevel investigation. Journal of Youth &
Adolescence, 35, 115– 126.
Williams, D. R., & Collins, C. (2001). Racial residential segregation: A fundamental cause
of racial disparities in health. Public Health Reports, 116, 404– 416.
Woodroﬀe, A., & Spencer, M. (2003). Culturally and ethnically diverse communities: Building
blocks for working relationships. Child Welfare, 82, 169– 183.
Wulczyn, F. W., & Lery, B. (2007). Racial disparity in foster care admissions. Chicago: Chapin
Hall Center for Children at the University of Chicago.
Yeh, M., McCabe, K., Hurlburt, M., Hough, R., Hazen, A., Culver, S., Garland, A., &
Landsverk, J. (2002). Referral sources, diagnoses, and service type of youth in public out-
patient mental health care: A focus on ethnic minorities. Ethnic Minorities and Mental
Health Services & Research, 29, 45– 60.
Zlotnick, J. L. (2007). Evidence-based practice and social work education: A view from
Washington. Research on Social Work Practice, 17, 625– 629.
Vol. 89, No. 1Child Welfare
60
Copyright of Child Welfare is the property of Child Welfare League of America and its content may not be
copied or emailed to multiple sites or posted to a listserv without the copyright holder's express written
permission. However, users may print, download, or email articles for individual use.
